Case reports
The peripheral arthritis associated with Crohn's disease is considered to be a benign, nonspecific polyarthritis which rarely leads to joint destruction (Ansell & Wigley 1964 , Wright & Moll 1976 . Erosive changes on radiography are rare and have only been reported when the arthropathy is associated with ankylosing spondylitis (AnselI & Wigley 1964) . This report describes a patient with Crohn's disease in whom erosive arthritis of the hip complicated the bowel disease.
Case report
The patient, a 55-year-old electrician, presented in February 1979 with a 15-month history of increasing pain in his right hip and knee and constant low back pain.
In 1950 he was operated on for an appendix abscess. In 1954 he developed a vesico-intestinal fistula requiring the resection of a segment of terminal ileum, and the formation of an ileotransverse colostomy. A diagnosis of Crohn's disease was made and has been confirmed by recent review of the histology. Subsequent progress was relatively satisfactory for several years, apart from the development in 1959 of megaloblastic anaemia requiring both vitamin 8 12 and folic acid therapy, and the finding in 1963 of hepatomegaly with persistently elevated alkaline phosphatase levels.
Further small bowel resections were necessary in 1965 and in 1968, in the first instance for ileostomy problems, but later for recurrent weight loss and diarrhoea. Histological examination of the resected segment of ileum in 1968 confirmed the diagnosis of Crohn's disease. His bowel function subsequent to this surgery remained tolerably controlled with sulphasalazine therapy.
In 1974 the patient first noticed low back pain, stiffness and swelling in the right knee with subsequent involvement of both knees, ankles, I Case presenled 10 Section of Rheumatology & Rehabilitation. 12 November 1980. Accepted 17 March 1981 0141-0768/81/070540-03/$01.00/0 shoulders and the right wrist. Over the ensuing years joint symptoms were of variable severity, with several non-steroidal anti-inflammatory drugs proving either not effective or upsetting his bowels. A short course of therapy with azathioprine had been tried twelve months prior to his attendance.
When first seen in 1979 he was unwell, had lost weight and was thin. He had moderate hepatomegaly, Achilles tendonitis, loss of spinal mobility particularly for rotation and lateral flexion, and tenderness of the sacroiliac joints. There was also active synovitis with effusions in the right knee and left ankle, and marked restriction of all movements of the right hip. '
Laboratory investigations at that time included an erythrocyte sedimentation rate of 80 mm in one hour, haemoglobin level of 10.5 gldl, serum iron of 4.5 mmol/l with normal total iron binding capacity, serum folate and serum 8 12 levels. Liver function tests were all normal except for transiently marginally elevated alkaline phosphatase levels of up to 413 iull. Antibody studies to detect the presence of hepatitis B surface antigen, antirnitochondrial, anti-smooth muscle, antiparietal cell, antinuclear antibodies and rheumatoid factors were all negative. HLA typing detected AI and 8W21, but HLA 827 was absent. Colonoscopy and rectal biopsy were normal, but liver biopsy showed features compatible with chronic aggressive hepatitis.
Radiographs of the joints showed early erosive changes in the right hip, but other joints including the sacroiliac joints were radiologically normal. Synovial fluid aspirated from the right knee contained 50000 white cells per rnrrr', with 98% polymorphonuclear cells.
Cultures for mycobacteria and other organisms were sterile. Arthroscopy of the joint showed marked proliferative synovitis with contact bleeding, and synovial biopsy revealed dense infiltration with granulation tissue containing mainly polymorphonuclear leukocytes.
A chest radiograph showed apical shadowing but, apart from a single isolated culture of Mycobacterium xenopi, believed to be a contaminant, no other mycobacteria were grown from numerous sputum cultures.
Bed rest, intra-articular steroid injections and non-steroidal drugs initially controlled the joint symptoms but recurrence of synovitis in the right hip and knee in June 1979 indicated oral azathioprine therapy. X-ray of the hip showed Figure I) . Also at this time spontaneous rupture of the right extensor pollicis longus and the right middle and ring finger extensor tendons occurred and required surgical repair. Histological examination oftissue from the extensor tendon sheaths from both operations showed only nonspecific tenosynovitis with no granulomata.
There was rapid increase of pain in the right hip with severe disability. Radiographs showed progressive erosive and destructive changes in the femoral head. Right total hip replacement was performed in February 1980. Macroscopic examination of the femoral head showed some roughening of the articular cartilage, but no gross osteophytes, and some villous synovitis. Microscopically, however, the synovium showed only minor degrees of inflammatory cell infiltration, with minimal synovial articular erosion at the articular margins. Anteriorly the femoral head showed features of mild osteoarthrosis whilst posteriorly nonspecific granulation tissue covered the head. At the fovea, a cup-shaped lesion containing mainly necrotic debris and nonspecific granulation tissue communicated with the joint cavity, but adjacent to this was an erosive subchondral lesion containing necrotic debris and collections of polymorphonuclear cells with adjacent granulomatous tissue. A further isolated
Discussion
Crohn's disease is associated with a variety of rheumatological manifestations including ankylosing spondylitis and peripheral arthritis. The latter type of arthritis is usually considered to be a mild, migrating, asymmetrical polyarthritis confined mainly to the knees, ankles and finger joints (Ansell & Wigley 1964) . Radiological evidence ofjoint damage in this form of peripheral arthritis is rare but occasional cases of monoarthritis have been described associated with radiological changes including erosive damage (Frayha et al. 1975) .
Histological studies of the synovium in Crohn's disease usually only show nonspecific synovitis with some lymphocytic infiltration (Soren 1966). In some of the patients with destructive joint changes, however, non-caseating granulomata have been found histologically in the synovium (Frayha et al. 1975) . Similar granulomata have been found in synovium (Lindstrom et al. 1972) and bone (Nugent et al. 1976 ) in non-erosive forms of the arthritis associated with Crohn's disease. These non-necrotizing or non-caseating granulomata with epithelioid giant cells were similar to those seen in the bowel in Crohn's disease.
Our patient developed destructive joint changes radiologically in the hip joint with no evidence of synovial granulomata but definite evidence of granulomata in the bone of the femoral head. Moreover, no evidence of synovial granulomata was found in the synovium from the knee joint or in tissue from the extensor tendon sheaths. The presence of bony non-caseating granulomata in the femoral head with associated joint disease in a patient with Crohn's disease strongly supports a which the lesion presented defied diagnosis by the
Case report
A 75-year-old show-woman with a travelling fair presented to us in March 1980 with a three and a half month history of pain in the right side of her abdomen. The pain, which was occasionally associated with effortless vomiting, was intermittent and aching in character. It occasionally radiated through to her back and occurred daily at any time, lasting approximately twenty to thirty minutes on each occasion, often waking her at night. The patient had not found any aggravating or relieving factors.
An initial diagnosis ofpeptic ulceration had been made in February by the general practitioner and antacids prescribed, but to no effect.
The general health of the patient was good. There were no symptoms referrable to the urinary tract and past medical history was unremarkable apart from mild hypertension. Medications on admission were methyldopa and antacids.
On examination, the patient was obese with a blood pressure of 160/80. A lipoma approximately 10 ern maximum diameter was present over the right costal margin. There were healed scars from previous left inguinal and right femoral herniorrhaphies. Examination of the abdomen revealed a firm, tender swelling in the right hypochondrium, which did not move on respiration and was not ballotable from the loin. There were no other abnormal physical signs.
Standard laboratory tests including full blood picture, erythrocyte sedimentation rate, urea, creatinine, amylase and liver function tests were all within normal limits. Urine culture was sterile.
An oral cholecystogram outlined the gall bladder and showed no evidence of calculi. Ultrasound examination of the right upper quadrant ( Figure I) revealed an area of low density echoes lying medial and posterior to the gall bladder and anterior to the right kidney. It was thought that this could be either a tumour arising from the anterior surface of the right kidney or a necrotic lesion in the liver. An intravenous pyelogram and a liver isotope scan were therefore suggested.
The intravenous pyelogram was entirely normal in all respects, with no distortion of the renal pelvis, nor deviation of ureters or kidneys seen, even on tomography. The liver scan was also within normal limits.
A barium meal revealed a sliding hiatus hernia with some reflux. In addition, several diverticula in the duodenal loop and proximal jejunum were noted, but there was no evidence of peptic diagnosis of Crohn's arthritis of the bone of the hip.
The rupture of several tendons of the fingers of the right hand is of some interest. Although there was no histological evidence of granulomata in the tendon sheaths, nevertheless it seems likely that the tendon rupture was a feature of the Crohn's arthritis, though this has not been previously described.
This patient had long-standing Crohn's disease with non-necrotizing granulomata on histological examination. Although an atypical mycobacterium was isolated from sputum on one occasion, no other evidence of tuberculosis was found. This isolation was regarded as of no significance and unconnected with the hip pathology. Ankylosing spondylitis may be associated with hip arthritis. However, although this patient had back pain there was no evidence for ankylosing spondylitis and tissue typing for HLA 827 was negative.
The presence of destructive arthritis associated with granulomata in bone in a patient with Crohn's disease, and associated with spontaneous tendon rupture, suggests that the arthritis associated with Crohn's disease may be less benign than previously suggested. This form of arthritis may be due to direct involvement of the joint by Crohn's disease. 
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